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assumptions have been prominent in shaping m ental health policies and service delivery decisions for decades (M echanic 1987) . In the aftermath o f deinstitutionalization, misconceptions about the functioning o f public m ental health systems have been wide spread (e.g., Mechanic and Rochefort 1992; Kiesler and Sibulkin 1987) , particularly regarding ambulatory services. Despite more than three decades of community-based services, there has been little rigorous examination o f the content o f ambulatory care. Thus, three miscon ceptions, highlighted by Goldman and Taube (1 9 8 8 ), persist in policy and planning decisions: "(1) all use is alike, (2) any use leads to high use, and (3) all high use is discretionary and therefore excessive." As an example, they point to the perception o f outpatient treatm ent as "long-term psychotherapy for the personal growth o f relatively healthy individuals and not as medically necessary services." However, their work challenges the accuracy of this view because it discounts the "di-versity o f outpatient mental health services and the individuals who use them " . Our analysis extends Goldm an and Taubes work by testing the three assumptions with nationwide u tili zation data. A fourth premise, that insurance encourages excessive use, was critiqued and empirically challenged in previous research (e.g.,
Feinson and Popper 1 9 9 5 ; Landerman et al. 1 9 9 4 ; Goldm an and Taube
8 8 ).
A remarkably rich data set from Israel provides the unique opportu nity to examine the content o f ambulatory care. In contrast to the U.S.
fee-for-service system, where utilization and treatm ent decisions are heavily influenced by costs and special lim itations, services in Israel are provided under universal coverage. "Treatm ent is provided free o f charge and the duration and type o f treatm ent in each center is not restricted by insurance constraints or by central administrative directives" (Lerner et al. 1991) . W ith in the lim its o f existing staff and budgetary resources, A nationwide survey covering all public ambulatory mental health centers in Israel provides an extensive and detailed data set to explore these policy assumptions. Two central issues guide the analysis:
• W hat is the clinical composition of ambulatory utilizers in a pub lic mental health system with universal coverage? Do Israeli data confirm that public community mental health centers (CMHCs) provide services to "a heterogeneous clientele, with many users not seriously mentally ill" (M echanic and Rochefort 1992)? • W hat is the content o f care provided to ambulatory utilizers? Spe cifically, how do type o f treatment, frequency o f visits, and length o f tim e in treatment vary according to clinical indicators o f need? W hat variations in treatment are found according to sociodemo graphic characteristics? Do these data confirm that all use is alike, any use leads to high use, and all high use is discretionary and therefore excessive? Survey did not provide details either of their treatm ent or o f its intensity (Shapiro, Skinner, and Kessler 1984) .
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Community Surveys o f U tilization
In tices (Olfson and Pincus 1994a; Freiman, Cunningham, and Cornelius 1994) . The 1 9 8 0 N ational M edical Care U tilization and Expenditure Survey (N M C U ES) is similarly lim ited ; with only 40 0 out o f 1 8 ,0 0 0 reporting a m ental health visit, empirical analysis is extremely difficult (M cG uire 1994) . Thus, despite a vast com m unity survey literature, most studies focus on determinants o f utilization and supply lim ited, or no, information about the diversity o f treatment and the clinical composition o f clients. The lack of details on actual treatment practices in large epidemiologic studies do not perm it specific diagnoses to be linked to treatm ent data (Olfson and Pincus 1994a) . Moreover, "the dearth o f data on what oc curs during these visits forces a wide variety o f mental health services to be aggregated into a single variable" (Olfson and Pincus 1994b) . Another drawback, replicated by R A N D , is that the average use of mental health services in HM Os is substantially lower than under un managed, fee-for-service insurance plans (Mechanic, Schlesinger, and McAlpine 1 9 9 5 ; Sturm et al. 1995; Howard et al. 1989; McGuire and Fairbank 1988) . Because H M O treatment is generally restricted by number o f visits or cost-sharing measures, ic is difficult to disentangle which factors most influence treatment decisions: coverage and afford ability; professional ideology; clinical judgments ot need; perceptions of treatment success within H M O lim itations; fiscal and staffing con straints; or other administrative considerations.
Medical Records and Claims D ata
Several extremely large but unrepresentative data sets that offer lew details about treatment are available from outpatient public mental health systems in California (e.g., Flaskerud and Hu 1992; Hu et al. 1991) . Although utilizers broadly represent the racial-ethnic popula tion o f Los Angeles, the results are not generalizable to the U.S. popu lation (e.g., 43 percent o f utilizers are white, 20 percent are black, and 25 percent are Latino). Findings also are lim ited by the large proportion o f low-income utilizers eligible for publicly funded services and by the retrospective design and the use of data collected more for clinical than research purposes (Flaskerud and Hu 1992) .
The 1 9 8 9 National Ambulatory Medical Care Survey contains valu able information from providers on the number o f office visits that include psychotherapy, although this study is lim ited by a small sample of psychiatrists and a lack o f detailed treatment data (Olfson and Pincus 1994a) . The Medical Outcomes Study (M O S) is an unusual data set based on a sample o f depressed patients o f both prepaid and fee-forservice clinicians (Sturm et al. 1995 Levinson et al. 1996a; Feinson, Popper, and Handelsman 1992.) Accuracy is exception ally high, as data were collected in a carefully monitored, uniform process, and there was a 100 percent completion rate. The usual sources of bias and error related to respondent recall, accuracy o f answers, nonresponse, or sample selection are not present. Thus, the advantages of these data for examining the content of ambulatory treatment become apparent.
Description o f Variables
In this analysis, we focus primarily on the relation between need for (Lerner et al. 1991) . M ajor diagnoses include schizophrenic disorders, paranoid states, affec tive psychoses, and organic conditions. N onm ajor diagnoses include neuroses and psychosomatic disorders, personality disorders, adjust ment and stress reactions, childhood disturbances, and V-codes (for con ditions not attributable to a mental disorder but requiring treatment). Diagnoses, however, provide only a partial picture o f clinical status (e.g., Cook and W right 1995; Brown 1987; Loring and Powell 1988 ). nonmajor diagnoses. The largest group (column 2) consists o f those with schizophrenic diagnoses, or 34 percent. The next two largest groups, comprising more than one-third (37.2 percent) o f the clinic population, are those with nonmajor diagnoses, namely, neuroses and psychosomatic disorders (1 9 2 percent) and personality disorders (18 percent). Data in column 3 reveal that, o f all utilizers, more than one-quarter (26.5 percent) have functional impairments that qualify them for dis ability pensions. O f these, three-quarters (7 7 .6 percent) have major of N A P utilizers who do work. The one demographic sim ilarity is that women predominate in both groups, comprising fully 60 percent of N A P utilizers. There are few group differences regarding physical co morbidity, alcoholism, or prior suicide attempts (data not shown).
Content o f Ambulatory Care
Type Time-in-treatment comparisons (table 4, section O reveal that, at the tim e o f the survey, more than half o f PA-DIS utilizers (53 percent) had been receiving care for two years or more. In comparison, N A P users had been in treatment for considerably shorter periods o f tim e: 41 percent for less than half a year. However, more than a quarter ( 2 7 percent) of N A P utilizers had been treated for two years or more. Interestingly, a related analysis about the types o f treatm ent provided to utilizers at various points during the first two years reveals a consis tent pattern: most N A P clients receive individual therapy, and most PA-DIS clients receive medication treatm ent. An important finding, however, is that, w ithin both clinical groups beyond two years o f treat ment, there appears to be a shift toward a decrease in individual therapy and an increase in m edication treatm ent. More specifically, after two years in treatm ent, half o f N A P clients (down from 6 4 -6 8 percent) and 2 0 percent of PA -DIS clients (down from 27-30 percent) continue to receive individual therapy. Similarly, medication treatm ent increased to 21 percent (from 8 -9 percent) and to 58 percent (from 4 3 -4 6 percent) for N A P and PA -DIS clients, respectively (Levinson et al. 1996a, 30) . In brief, these data document that both clinical groups receive sub stantial ambulatory treatm ent, but with significant variations. The se riously impaired (PA -DIS) are more likely to receive medication treatment at less frequent intervals and for substantially longer periods o f time. (Levinson et al. 1996a ).
Correlation and M ultivariate Analyses
To examine more closely the relation between clinical status and treat m ent, we did bivariate correlations (table 5) Beginning with type o f treatment, there are relatively strong asso ciations with clinical status in the expected directions; medication treat ment is most strongly associated with more impairment (PA -D IS) ( -45) . whereas individual therapy is most strongly associated with less im - pling design, which tends to favor more frequent utilizers and to be somewhat biased against those with sporadic or low rates o f service use.
T A B L E 5
Zero-Order Correlation Coefficients for Study Variables
In summary, we expected that mental health need, as reflected in severity o f symptoms and functional impairment, would strongly in fluence treatment decisions. The data only partially support this hy pothesis. Clearly, clinical status is the strongest determinant o f the type of treatm ent provided to ambulatory clients (medication, individual therapy), but gender and age are important predictors as well. In con trast, clinical status is relatively less important for explaining length of tim e in treatm ent and makes virtually no contribution to explaining the frequency of treatm ent where more education and younger age are the most important factors. W e discuss the implications of these findings in the following section.
D iscu ssion
The Israeli survey provides, for the first tim e, detailed data on mental However, we begin with a note o f caution concerning the relevance o f Israeli data to the U nited States. Although it is possible that ambulatory treatment in Israel differs somewhat from that in the United States, such differences are not considered significant enough to affect the com parisons. The systems share many organizational sim ilarities, and the range o f services provided in Israels clinics closely resembles that of fered in U .S. com m unity mental health centers (Feinson and Popper 1995) . Despite the sim ilarities, these findings and relevant policy im plications should be carefully applied. 
Composition o f Clientele
M yth # 1: A ll Use Is A like
The assumption that "all use is alike" is refuted by these data. Varying patterns occur not only between the two clinical subgroups but also within each o f the groups. Treatment o f more seriously impaired clients (PA -D IS) is substantively and quantitatively different from that pro vided to relatively less impaired clients (N A P). PA-DIS utilizers gen erally receive m edication treatm ent in addition to other types of treatment. The largest proportion o f N A P clients receive primarily in dividual therapy. However, even among N A P clients, 4 0 percent re ceived treatment other than individual therapy during the survey week. These findings provide empirical support for observations drawn from U.S. national survey data (using respondents' self-reports) that "all men tal health care is not psychotherapy" (Olfson and Pincus 1994a) .
Moreover, there is variation in the type o f treatm ent according to length o f time in treatment. Among clients in treatm ent more than two years, a smaller proportion receive individual therapy, compared with those in treatment for less than two years. A reverse pattern is found with the provision o f medication treatment (i.e., a larger proportion receive it after two years than were given it previously). Varying pat terns also are shown by the types o f professionals providing treatment.
Almost three-quarters o f PA -DIS utilizers receive treatm ent from psy chiatrists and psychiatric nurses, compared with N A P clients, who re ceive substantially more treatm ent from psychologists. Thus, these data not only refute the perception that all ambulatory use is alike; they also persuasively document substantial variations in type, frequency, and length o f tim e in treatm ent between and within clinical subgroups.
W ith regard to professional practice patterns, the finding that Israeli psychiatrists treat more seriously impaired clients replicates U .S. data (Rogers et al. 1 9 9 3 ; Flaskerud and Hu 199 2 ; W indle et al. 1988; Taube, Burns, and Kessler 1980) . In an examination o f private sector practice patterns, Taube, Burns, and Kessler (1 9 8 0 ) suggested that insurance reimbursement mechanisms may be responsible for psychiatrists, rather than psychologists, treating more seriously ill clients. However, a sim i lar finding in the Israeli public system, where economic incentives are minimal, suggests an alternative explanation. Namely, psychiatrists pro vide services for which they are qualified, including evaluating and monitoring patients for medication and making differential diagnoses.
"Since these services may be more common for severely impaired pa tients, psychiatrists would serve such a clientele disproportionately . . . ." (W indle et al. 1988 ). The provision o f individual therapy prima rily by Israeli psychologists and social workers, and to a lesser extent by psychiatrists, partially supports this explanation. Furthermore, an im plication o f the findings is that factors other than economic, such as practitioner training, orientation, and ideology, influence professional practice patterns. In brief, U.S. mental health policies, both public and private, con sistently place greater limits on ambulatory mental health treatment than on medical care visits (Freiman, Cunningham, and Cornelius 1994) .
M yth #2: A ny Use Leads to H igh Use
Such lim itations reflect, in part, an underlying premise that 'any use leads to high use" and should be reconsidered in light of empirical evidence from a system with no special limits. Clearly, frequent and long-term treatment, especially for 'relatively healthy individuals," is not supported by these data, as the following discussion reveals.
M yth # 3 ; A ll High Use Is Discretionan and Therefore Excessive
Closely related to the second misconception is the controversial issue of discretionary and excessive use. The term "discretionary" implies that treatment is optional, not medically necessary interaction between professionals and clients. In the absence of such studies, it is conceivable that additional analyses, which include a fur ther disaggregation o f the two clinical groups, would undoubtedly add to our understanding. For example, the more seriously impaired group is a heterogeneous one, as reflected in the finding that one-quarter were working and almost half had never been previously hospitalized. Ex amination of this group according to current work status, prior hospi talization, and length of tim e with a diagnosis (recent versus long term) m ight further clarify patterns of ambulatory care.
Finally, as Mechanic, Angel, and Davies (1 9 9 1 ) cogently argue on a related issue, clinicians' perception o f the risk associated with symptoms may be more influential than diagnoses in treatm ent decisions (i.e., specifically, referrals to specialty mental health services). Professionals' perceptions of the seriousness o f the condition or the likelihood of success are not directly addressed by these data. However, an indica tion o f professionals' decisions reflecting the prospects of success is par tially supported by the finding that more frequent treatment is pro vided to younger and more educated clients, regardless o f clinical group status.
These findings, however, do provide cogent support for the view that diagnosis is a rough index of illness severity and does not fully explain subsequent treatment decisions. As Klerman and his colleagues (1992) explained:
Some individuals may have "severe diagnoses," but it may be mis leading to categorize them as severely mentally ill because their course o f illness is not prolonged or seriously impairing. On the other hand, many individuals, such as those with severe personality disorders . . may run highly incapacitating courses o f illness.
A further im plication o f this study for policy makers in both the United States and Israel is that there is little empirical evidence to support special restrictions for ambulatory mental health treatment. All use is not alike, and any use does not lead to high use. Rather, ambu latory utilizers are clinically heterogeneous, and this becomes apparent in the diversity o f treatment patterns provided in the Israeli system. Continuing concerns by U.S. policy makers about uncontrollable use of ambulatory services with expanded mental health coverage are not cor roborated by data from a system with universal coverage. Clearly, men tal health policies should reflect cogent empirical evidence rather than rhetoric, misconceptions, and untested assumptions, as has occurred so often in the past. The policy insights derived from Israel's m ental health system provide an opportunity for progress in this direction.
